B eginning in the 1970s, there was recognition that over one half of premature deaths could have been prevented by lifestyle changes. With that recognition was born an emphasis on health promotion programs to assist individuals in changing their health behaviors. Comprehensive workplace health promotion programs were instituted in the early 1980s. Dupont's program was the first to be extensively described with results reported in the research literature (Bertera, 1990) . The emphasis on health promotion in the workplace has continued to increase, and the numbers of studies reporting the results of health promotion programs have continued to rapidly increase (Pelletier, 1991 (Pelletier, , 1993 . O'Donnell (1997) a manual search of the health promotion literature resulted in identification of 365 studies reported between 1968 and 1995. The 11 intervention areas found through the search are listed in Table 1 .
HEALTH IMPACT OF WORKSITE HEALTH PROMOTION PROGRAMS (O'DONNELL, 1997)

Synopsis
Subject matter experts in the identified intervention areas reviewed the studies to rate the quality of the methods used and the focus on program strategy. Ninety-two percent of the programs focused on educating employees, 6.5% focused on changing policy, and the remainder focused on family education or manager training.
The studies in each of the 11 areas of intervention were distributed to experts in those areas. After rating the individual studies for proper research methods, these experts considered those studies rated as properly conducted (that is, with a randomized control group or with a comparison group) and those which, even though lacking a comparison or control group, did an evaluation. Based on their assessment of this large body of literature in each of the intervention areas, they evaluated each intervention area in terms of the research support for cause/effect relationships, and agreement by experts in the field related to the impact of the intervention.
Of all the programs reviewed, only hypertension programs were seen as having a substantial number of well designed studies (with randomized control groups) and universal agreement by experts in the field related to their significant impact. For stress management, multicomponent health promotion, and weight control interventions, a majority of experts in the field believed evidence supported causal relationships, but there were insufficient randomized studies to confirm the results. For nutrition, cholesterol, exercise, and seat belt use, there were multiple studies with consistent relationships; however the experts in the field were not prepared to indicate the studies indisputably supported a causal impact. Agreement existed that the research support for impact was minimal for health risk appraisal as a stand alone intervention and for alcohol and mv/AIDS intervention programs. The majority of experts in the field believed a causal impact of these programs is plausible, but other factors are equally possible to explain their effect.
O'Donnell (1997) made an important point about the effect of the research design on the reported outcome results. Nonexperimental studies are more apt to demonstrate positive results because they measure the effect of their program on their population without having a comparison or control group. Having a comparison or control group reduces the possibility that the changes seen were related to the motivation of the participants, other changes in the workplace, or changes in society. He recognized it is not always possible to use a comparison group in the initial assessment of a program, but suggested that workers in the organization who have chosen not to participate in the program can be used as a comparison group (this would not control for the motivation factor). Further, he recommended that program managers explore cooperative arrangements with program managers at other companies or with local universities to conduct studies using randomized designs. Chapman (1998) , in the practitioner's response to the results of this study, listed a number of implica- 
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Implications for Programs
Multicomponent programming will likelybe more effective.
Individual counseling is a critical component.
A strong theoretical base is likelyto improve program effectiveness.
Needto use techniques and approaches to promote long term behavior change.
More intensive interventions seem to work better.
Less intensive interventions are needed to reach larger numbers of people, to move them to a state of readiness to change.
Alcohol and HIV/AIDS programs are in particular need of strong Intervention strategies.
tions for program design and implementation. These are highlighted in Table 2 . He further recommend that: programs need to be: menu-driven, choice-oriented, and integrated with primary care providers; employ both individual and organizational interventions; provide a personal counseling process; provide compelling reasons for long-term involvement and adherence; be based on stronger theoretical grounding such as sages of change and self-efficacy; and expend greater effort to link individual needs with tailored interventions. Chapman (1998) further stated there is no "free lunch." If long term behavior change is desired, then significant resources will need to be invested to achieve them.
Reviews of these 365 studies provided varying levels of support for the health impact of worksite health promotion interventions. To meet the strict requirements for quality and impact applied in this study, more rigorous evaluations of programs need to be conducted. O'Donnell (1997) suggested practical ways to improve program evaluation using existing resources. Further, from a practitioner's point of view, Chapman made many valuable suggestions related to program design and implementation.
